
AFFIDAVIT AND AUTHORIZATION FOR RELEASE OF INFORMATION FOR APPLICATION FOR AN 

IMLC LETTER OF QUALIFICATION AND MEDICAL LICENSES IN IMLC MEMBER STATES 

I, _________________________________(Type in full legal name) the undersigned, being duly 
sworn, hereby certify under oath that I am the person named in this Application for an IMLC Letter of 
Qualification and Medical Licenses in IMLC Member States (“Application”), that all statements I have 
made or shall make with respect thereto are true, that I am the original and lawful possessor of and 
person named in the various forms and credentials furnished or to be furnished with respect to my 
Application, and that all documents, forms, or copies thereof furnished or to be furnished with respect 
to my application are strictly true in every aspect.  

 
  I acknowledge that I have read and understand the Interstate Medical Licensure Compact 
(“Compact”) and the Application, and have answered all questions contained in the Application 
truthfully and completely. I further acknowledge that failure on my part to answer questions truthfully 
and completely may lead to disciplinary action against one or more medical licenses or permits I hold, as 
well as my being prosecuted under appropriate federal and state laws.  
   

I hereby apply to  _______________________________ as my State of Principal License (“SPL”) 
for a Letter of Qualification (“LOQ”) to be issued a medical license in one or more Compact Member 
States.  To permit the SPL to process my application for an LOQ, I hereby authorize and request every 
person, entity, hospital, clinic, government agency (local, state, federal, or foreign), court, association, 
institution, or law enforcement agency having custody or control of any documents, records, and other 
information pertaining to me to furnish to the SPL any such information, including documents, records 
regarding charges or complaints filed against me, formal or informal, pending or closed, or any other 
pertinent data, and to permit the SPL or any of its agents or representatives to inspect and make, or 
receive, copies of such documents, records, and other information in connection with this Application.  I 
also authorize the SPL to perform or obtain a criminal history background check with law enforcement 
on me as part of the determination of my eligibility to be licensed through the Compact. 
 
  I hereby release, discharge, and exonerate the SPL and the Interstate Medical Licensure 
Compact Commission (“Commission”), their agents or representatives, and any person, entity, hospital, 
clinic, government agency (local, state, federal, or foreign), court, association, institution, or law 
enforcement agency having custody or control of any documents, records, and other information 
pertaining to me of any and all liability of every nature and kind arising out of investigation made by the 
SPL. 
 
    I also hereby apply to the Compact Member States’ medical boards (“Member Boards”) I have 
designated in this Application, and further authorize the SPL to process my application for medical 
licensure by one or more Member Boards including, but not limited to, personally-identifiable 
information including my Social Security Number to be used for querying the National Practitioner Data 
Bank and in child support enforcement actions.  I hereby release, discharge, and exonerate the SPL and 
the Commission, and their employees, agents, or representatives, of any, and all liability of every nature 
and kind arising out of any disclosure to the Member Boards. 
 
  I will immediately notify the SPL and the Commission in writing of any changes to the answers to 
any of the questions contained in this application if such a change occurs at any time prior to a medical 
license being issued by one or more of the Member Boards.  



I understand my failure to answer questions contained in this Application truthfully and 
completely may lead to denial of my application for a Letter of Qualification, and revocation, or other 
disciplinary sanction, of my license(s) or permit(s) to practice medicine in one or more Compact Member 
States. 
 

     Applicant Signature_______________________ 

               Type Applicant’s Name ________________________ 

                 Applicant’s NPI _______________________ 

                   DATE _______________________ 

 

                  

 


